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summARY A case is reported ofsecondary syphilis with ocular signs in a patient who had antibodies
to human immunodeficiency virus (HIV) and hepatitis B infections and from whose urine
cytomegalovirus was cultivated. Treatment with penicillin resulted in rapid recovery from his retinitis
and uveitis. The case highlights the importance of testing for syphilis in all patients with HIV
infection.

With the rising incidence of AIDS throughout the
world, other sexually transmitted diseases (STD) tend
to be overlooked outside clinics of genitourinary
medicine (GUM) and departments of infectious dis-
eases. As syphilis has a similar mode of transmission,
however, it is not unlikely for it to appear in the
presence of human immune deficiency virus (HIV),
especially in people at high risk of acquiring STD.
Syphilitic lesions in the eyes of homosexual patients
with AIDS have been reported from America.'2 We
report on a patient who had secondary syphilis with
ocular signs in addition to having antibody to HIV.

Case report

A homosexual man aged 24 presented to the casualty
department at the Manchester Royal Eye Hospital in
May 1987 with soreness of the right eye oftwo weeks'
duration. He also complained of mild photophobia.
His general health was good, except that he had
noticed some hair loss from his scalp in the last two or
three months. He was not receiving any medication.
On examination his visual acuity was 6/9 and 6/6.

Bilateral perilimbal injection with flare and
inflammatory cells (3+) was seen in both anterior
chambers. Keratic precipitates were also present in the
right eye. Bilateral vitritis, which was worse on the
right, was also seen. Fundoscopy of the right eye
showed retinitis in the inferonasal quadrant with
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diffuse retinal oedema and several small round
yellowish-grey exudates. Evidence of localised
vasculitis (fig 1) was also present. The optic disc
appeared to have blurred margins, though the vitreous
haze precluded a precise view (fig 2). The left retina
was unaffected.

Syphilis was considered in the differential diagnosis,
and we immediately arranged for him to have a chest x
ray and took blood for a full blood count, the
erythrocyte sedimentation rate, and standard
serological tests for treponemal infections (the Ven-
ereal Disease Research Laboratory (VDRL) and
fluorescent treponemal antibody absorption (FTA-
ABS) tests and the Treponemapallidwn haemagglutin-
ation assay (TPHA)). While awaiting the results of
these investigations, topical ocular treatment was
commenced immediately with dexamethazone 1%
every two hours, cyclopentolate 1% every six hours,
and betamethazone ointment at night to both eyes.
The patient was reviewed three days later when the

results ofhis tests became available; they were positive
in the FTA-ABS test and the TPHA and in theVDRL
test at a titre of more than 1/256. His erythrocyte
sedimentation rate was 36mm in the first hour. His full
blood count and differential were within normal
limits. His chest x ray also showed no abnormality.
His visual acuity had deteriorated to 6/24 and 6/12
respectively. The anterior uveitis was worse in both
eyes, and the view of the right fundus was further
obscured by the vitritis. In his left eye the vitritis
appeared to be unchanged, and the retina was still
unaffected. The patient was immediately referred to
the genitourinary medicine (GUM) clinic.
On examination in the GUM clinic he stated that he

was a practising homosexual and had had several
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Fig 1 Fundus photograph ofthe right inferonasal quadrant showing evidence ofretinal oedema, several round exudates, and
retinal vasculitis (in upperpart ofphotograph).

casual male consorts in the previous two years. Most
of the time he was a passive (anorectal receptive)
partner. For the previous six months he had had a
regular sexual partner who had been treated for
primary syphilis in March 1987 and had been found to
have antibodies to HIV in February 1987. Our patient
was therefore counselled and tested for antibodies to
HIV, hepatitis B surface antigen, cytomegalovirus
(CMV), and toxoplasmin. His serological tests for
syphilis were repeated.

Examination showed a thin man who had discrete
non-tender inguinal and axillary lymphadenopathy.
He had perianal condylomata lata and alopecia affect-
ing the scalp, eyebrows, and limbs. Except for tinea
versicolour on the trunk, he had no other mucocu-
taneous lesions. His liver and spleen were not palpable,
and the rest of the physical examination, apart from
the visual findings, showed no abnormality.

Secondary syphilis was diagnosed, and treatment
was started with intramuscular injections of penicillin
(0.9 MU a day and 2 G oral probenicid a day for a
total of three weeks). To protect him from a Jarisch-
Herxheimer reaction, however, he was given oral
prednisolone 40 mg a day for three days before his
penicillin injections. The prednisolone was then
gradually tailed off by 5 mg a day, and eventually
stopped after eight days. During the course of his
treatment he had severe oral candidiasis, for which he
received nystatin pastilles (one three times a day for
three weeks) with little benefit.
The results of his investigations were as follows: the

titres in theVDRL and FTA-ABS tests and the TPHA
remained unchanged; he had antibody to HIV; he had
hepatitis B surface antigen, but no antibody core IgM;
he had antibody to CMV but not IgM. CMV was also
detected in the urine. The titre of antibody to toxo-
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Fig 2 Fundus photograph ofblurred right optic disc seen in presence of vitritis.

plasmin was not significant. The full blood count and
differential were unchanged except that the lympho-
cytes appeared to be atypical. The CD4+ was 0.98
(normal range 0.87-1.13) and the CD8+ was 1-68
(normal range 0.55-0.69).
The patient was reviewed in the eye clinic during the

second week of his penicillin treatment. His visual
acuity had improved in each eye to 6/9. Inflammatory
cells (1 + ) were still seen in each anterior chamber. The
right vitreous was less cloudy and the left had cleared.
Fundoscopy of the right eye showed that the discrete
exudates had disappeared, but the retinal oedema
persisted. Topical treatment was maintained without
the cycloplegic. The patient was seen on two further
occasions, at fortnightly intervals, and the eyes contin-
ued to improve. His topical treatment was tailed off
and, when he was finally seen seven weeks after
completion of his ocular and systemic penicillin
medication, both eyes were quiet and his visual acuity
was 6/6 in each eye.

Discussion

About 5% of patients with secondary syphilis develop
uveitis, which is bilateral in about half the cases.34
Orbital inflammation, conjunctival hyperaemia, optic
neuritis, and chorioretinitis may also be present.5 The
areas of inflammation can be focal or diffuse, or
both, and are yellowish-grey in appearance. The
peripapillary retina tends to be affected. Retinal
vasculitis with retinal haemorrhages may also occur.6

In immune compromised patients, retinitis may be
caused by infection with herpes simplex, CMV, Toxo-
plasma gondii, Candida albicans, and possibly HIV.'

In secondary syphilis improvement is prompt after
treatment with systemic penicillin and the prognosis
for vision is good, although about 10% of cases have
some lasting visual impairment.4 Relapses in syphilis
have been reported in patients with AIDS.89 Our
patient's visual and other syphilitic lesions improved
within two weeks ofcommencing penicillin treatment,
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and we therefore consider that his ocular lesions were
entirely related to his secondary syphilis. Prompt
penicillin treatment is the correct regimen to counter
any visual impairment caused by syphilis. In patients
with AIDS, however, a longer course oftreatment may
be necessary.9 Our patient has had no further ocular
lesions, despite his compromised immune state.

This case report shows the importance of screening
for syphilis patients with uveitis and retinitis because,
if patients with syphilis were treated with topical or
systemic steroids only, the condition could worsen.3 It
is also ofsome interest that systemic steroids, taken as
a short course, did not apparently accelerate the HIV
disease in our patient, as has been reported
previously.'°

We thank Mrs Gaynor Shawcross and Mr Adam Prest ofthe
retinal photographic department, Manchester Royal Eye
Hospital, who performed the fundus photography.
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